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Chapter I: INTRODUCTION
“Man, through the use of his hands, as they are energized by mind and will, can influence
the state of his own health" (Reilly, 1962, p. 2). As a guiding principle for the formation of this
scholarly project, this quote reflects the distinct value of occupational therapy. Occupational
therapy (OT) is the client-centered, evidence-based, rehabilitative health service that addresses
the therapeutic value of performing occupation (AOTA, 2014a). OT is the practice of “enhancing
or enabling participation in roles, habits, and routines in home, school, workplace, community,
and other settings” (AOTA, 2014a, p. S1). The therapeutic process is facilitated by the use of
everyday life activities in order to achieve functional gains (AOTA, 2014a). According to the
AOTA (2014b), OT is commonly indicated for people with upper extremity disabilities due to
resulting disruption in their function in activities of daily living.
We first developed an interest in upper extremity and neurological conditions through our
exposure to neuroanatomy coursework and experiential fieldworks. We were both assigned to a
neurological rehabilitation floor in a physical disability setting of a hospital, in which we
developed a passion. There has been a need for occupational therapists in this area due to the
high prevalence of upper extremity ailments. According to Che Daud et al., (2016) an upper
extremity nerve laceration is the most common type of upper extremity accident and its repair is
the most common procedure performed by hand surgeons (Smith, 2011). Because of this,
individuals with this injury were chosen as the population of interest.
Significance of the Identified Problem
Currently, the field of OT in hand therapy is dominated by the medical model and
biomechanical frame of reference with little consideration of occupation (Colaianni & Provident,
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2010). According to Colaianni and Provident (2010), there has been an existing dilemma for
occupational therapists in this field when choosing between fundamental holistic and
occupational treatment and treatment within the medical model. Occupation-based intervention
(OBI) in hand therapy is defined as a treatment approach that balances biomechanical and
medical principles with the value of occupation as the therapeutic method (Colaianni, Provident,
DiBartola, & Wheeler, 2015). Currently, OBI is considered a solution for the disparity between
the two pillars, medical and occupation as therapy, of hand treatment (Colaianni & Provident,
2010). Occupational therapists in hand therapy acknowledge the benefits of OBI in the treatment
of nerve lacerations but continually face challenges in implementation (Che Daud et al., 2016;
Colaianni, & Provident, 2010; Grice, 2015; Guzelkucuk, Duman, Taskaynatan, & Dincer, 2007;
Toth-Fejel, Toth-Fejel, & Hedricks, 1998).
The accumulation of research suggests the lack of OBI in hand therapy is due to barriers
such as time constraints, lack of therapist resources, reimbursement issues with insurance
companies, and the predominant use of the biomechanical frame of reference (Grice, 2015).
These obstacles in hand therapy result in low frequency usage of OBI and a reduction of
client-centered care, which are two core components of occupational therapy (AOTA, 2014a).
This has caused a decrease in client-centeredness, a loss for potential functional benefits from
occupation, a lack of comprehensive treatment, and also a loss of cohesion for the professional
identity of occupational therapy (Turner & Knight, 2015).
Product Proposal
In consideration of benefits and obstacles of OBI, we proposed a patient education tool as
an intervention to be used in an outpatient, one-on-one setting. This tool will guide therapists to
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demonstrate the therapeutic value of occupation to individuals with an upper extremity nerve
laceration. Additionally, this tool includes holistic assessment tools that will facilitate the
formation of occupation-based goals. The product also includes an occupation-based home
program template that will be based on the individual’s meaningful goals and pertinent
occupation. In order to complete the formation of this product, the Model of Human Occupation
(MOHO) and the Biomechanical Frame of Reference were used to build and guide the included
educational components in this tool. Principles from the Adult Learning Theory were also
implemented throughout the entire tool in order to maximize efficiency and facilitate optimal
adult learning.
Key Terms
Biomechanical Frame of Reference: Addresses functional deficits through treatment of
impairment of body structures. In this frame of reference, the principles of kinetics and
kinematics are applied to the joint and skeletal muscle movements of the body (Turpin & Iwama,
2011).
Certified Hand Therapist: Health care practitioners that provide therapeutic intervention to
prevent dysfunction, restore function and reverse the progression of pathology of the upper limb
in order to enhance an individual’s ability to execute tasks and to participate fully in life
situations (Dimick et al., 2009).
Client: Persons, groups, and populations (AOTA, 2014a). Interchangeable with “patient”.
Hand Therapy: The art and science of rehabilitation of the upper limb, which includes the hand,
wrist, elbow and shoulder girdle. It is the merging of occupational and physical therapy theory
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and practice that combines comprehensive knowledge of the structure of the upper limb with
function and activity (Dimick et al., 2009).
Intervention: A plan that will guide actions taken and that is developed in collaboration with the
client. It is based on selected theories, frames of reference, and evidence (AOTA, 2014a).
Model: A guiding set of principles for occupational therapists to guide their practice by
providing terms that describe the practice and tools for evaluation and intervention (Boyt Schell,
Gillen, & Scaffa, 2014).
Nerve Laceration: A lesion to the peripheral nerve, either partial or complete, that is caused by
a sharp instrument or bone fragment (Smith, 2011).
Occupation-Based Intervention: A client-centered approach in OT in which an individual's
performance is addressed and restored using meaningful activities, while a therapist maintains
full awareness of the anatomical and neurological components involved in the deficit.
Occupational Being: By virtue of the human biological endowment, people of all ages and
abilities require occupation to grow and thrive; in pursuing occupation, humans express the
totality of their being, a mind–body–spirit union. (Hooper & Wood, 2014)
Occupational Therapy: An allied health profession that utilizes the therapeutic use of everyday
life activities (occupations) with individuals or groups for the purpose of enhancing or enabling
participation in roles, habits, and routines in home, school, workplace, community, and other
settings. (AOTA, 2014a)
Occupational Therapist: Health care practitioners that are responsible for all aspects of
occupational therapy service delivery (see “Occupational Therapy”) and are accountable for the
safety and effectiveness of the occupational therapy service delivery process. (AOTA, 2014a)
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Occupational Performance: The accomplishment of the selected occupation resulting from the
dynamic transaction among the client, the context and environment, and the activity or
occupation. (AOTA, 2014a)
Occupations: Meaningful everyday life activities, including activities of daily living (ADLs),
instrumental activities of daily living (IADLs), work, sleep and rest, play, leisure, social
participation, and education. (AOTA, 2014a)
Patient: The actual term used for clients or groups of clients receiving occupational therapy
varies among practice settings and delivery models. For example, when working in a hospital,
the person or group might be referred to as a patient or patients (AOTA, 2014a). Interchangeable
with client.
Theory: A system of occupational therapy concepts and principles that guide and support
practice, occupation-based models, and frames of references (Lee, Taylor, Kielhofner, & Fisher,
2008).
Treatment: For the purposes of this scholarly project, treatment has been defined as
therapist-driven care administered to a patient based on physician-prescribed protocol, the
medical model, and the biomechanical frame of reference.
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Introduction to Chapters
This project is divided into several sections that outline the steps of the formation of the
product. The following chapter contains a summary of the literature review that was conducted
as the initial stages of this scholarly project. Following the literature review, the methodology is
summarized, and the product is then introduced. This scholarly product then is summarized in a
conclusion chapter, and following are the references and the appendix.

6

Chapter II: REVIEW OF LITERATURE
Introduction
Nerve Injuries
There are two nervous systems in the human body, the central nervous system (CNS) and
the peripheral nervous system (PNS) (Bathen & Gupta, 2011). The CNS is composed of the
brain and the spinal cord. The PNS is made up of the nerves that extend from the spinal cord
(Bathen & Gupta, 2011). These nerves are also
referred to as peripheral nerves (Bathen & Gupta,
2011). There are many mechanisms that lead to
peripheral nerve injury. Internal pressure from tumors,
fracture, or callus as well as forces from external
sources can lead to peripheral nerve injury (Smith,
2011). Peripheral nerves are also vulnerable to chronic
compression from low-grade, high-frequency activities
that produce strong torque forces on the small joints of
the upper extremity (Smith, 2011). Other causes
include overstretch, electrical injuries, ischemia,
traction, radiation, injection injury, and nerve
laceration (Smith, 2011). Nerve laceration is
commonly caused by internal bone fragments in the
event of a closed fracture or a sharp external
instrument, such as a knife or metal tool (Smith, 2011).
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Surgical intervention is indicated for all nerve laceration injuries, whether the laceration is partial
or complete (Smith, 2011). Most nerve laceration injuries involve a component of a crush injury,
making reconstruction more complex (Smith, 2011).
Nerves of the upper extremity are particularly susceptible to injury due to their superficial
position within the internal anatomy (Smith, 2011). Vulnerability to injury increases from the
proximal aspect of the upper extremity toward the distal aspect (Smith, 2011). There are three
major nerves of the upper extremity: the median, ulnar, and radial nerve (see Figure 1).

Figure 2: Nerves dermatomes of the upper extremity. (2016). Adapted from Wikimedia
Commons, the free media repository. Retrieved 12:23, September 28, 2017 from
https://commons.wikimedia.org/w/index.php?title=File:Gray812and814.svg&oldid=185364119.
Injury to any of these nerves or their distal branches can yield different prognoses,
affecting different muscles, dermatomes, and function of the hand (Smith, 2011). The radial
nerve supplies motor and sensory input to the posterior and dorsal aspect of the arm and hand
(Smith, 2011). The ulnar nerve supplies the anteriomedial and palmar aspect of the arm and
hand, and the median nerve supplies the anteriolateral and midline of the arm and hand (see
8

Figure 2) (Duff & Estilow, 2011). Although there are many types of nerve injuries, the scope of
this literature review is specific to upper extremity peripheral nerve laceration.
Nerve Laceration
Injuries to the hand and arm resulting from accidents are the second most common after
injuries to the head and neck (Che Daud, Yau, Barnett, Judd, Jones, & Nawawi, 2016). Injuries
to the hand and finger are the most common non-fatal occupational injuries in the Emergency
Room (ER) departments (Che Daud et al., 2016). Laceration, also referred to as a lesion, is the
most common type of upper extremity accident and its repair is the most common procedure
performed by hand surgeons (Che Daud et al., 2016; Smith, 2011). Hand injuries have a
significant influence on physical function, ability to perform daily living activities, and on social,
psychological, and financial aspects of life (Che Daud et al., 2016). Work is also significantly
impacted by hand injuries, especially for those who operate machinery (Che Daud et al., 2016).
A nerve laceration results in immediate and progressive changes to the central and
peripheral nervous systems (Novak & von der Heyde, 2015; Smith, 2011). Taylor, Anastakis,
and Davis (2009) studied the connection between a peripheral nerve injury and the effect it has
on the function, structure of the brain, and the peripheral extremities that are supplied by the
nerves. Their results showed that due to lack of input to the nerve, there is both functional
plasticity and structural abnormalities in several cortical areas following upper limb peripheral
nerve transection and surgical repair (Taylor et al., 2009)
Laceration injuries to the median, ulnar, and radial nerve, as well as the brachial plexus
account for the majority of nerve traumas of the upper extremity (Adelsberger & Bickhart, 2016;
Aeillo, 2016; Pitts, Umansky, and Foister, 2016). Laceration of the median nerve can result in
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paralysis or dysfunction of the thenar muscles, hypersensitivity or sensory loss of the thumb,
second, third finger, and radial portion of the fourth finger (Barbosa, Fonseca, Elui, Mazzer, &
Barbieri, 2012). Laceration at more proximal areas of the median nerve will affect muscles that
move the thumb, which can lead to difficulties manipulating and grasping objects (Barbosa et al.,
2012). Laceration of the ulnar nerve causes dysfunction or paralysis in the intrinsic hand muscles
(Barbosa et al., 2012). Deficits from this injury can lead to ulnar claw hand, hypersensitivity or
loss of sensation in 4th and 5th digits, and hyperabduction of the 5th digit (Barbosa et al., 2012).
Functional deficits due to trauma include reduction in grip strength which affects one’s
circumduction ability, or the prehensile circular force around an object (Barbosa et al., 2012).
Trauma to the radial nerve affects the extensor muscles of the upper extremity, which results in
weakness in supination, wrist extension, finger and thumb extension (Barbosa et al., 2012).
Paralysis of these extensor muscles leads to the deformity known as radial wrist drop (Barbosa et
al., 2012). A brachial plexus traction injury occurs due to a direct trauma to the shoulder or
cervical spine and can result in high levels of irritability, hyperpathia or, paresthesia of the distal
muscles and extremity (Luca & Anthony, 2016).
Post-surgical nerve regeneration is never expected to reach complete clinical recovery
(Lohmeyer, Sommer, Siemers, & Mailander, 2009). However, surgical reinnervation along with
postoperative therapy centered around cortical reorganization can yield excellent functional
outcome that can progress for 3-5 years after the injury (Lohmeyer et al., 2009; Novak & von der
Heyde, 2015). Functional return predictors include a person’s age, time between transection and
surgical resection, and how well protected the coaptation site remains between nerve endings
(Lohmeyer et al., 2009).
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Etiology and Surgical Physiology of Nerve Trauma
Trauma to a nerve not only can result in associated paresthesias of the extremity, but also
discomfort, aching, and sensory loss or hypersensitivity. (Neal & Fields, 2010). Nerve laceration
reconstruction is performed in order to achieve coaptation (Smith, 2011). Coaptation is defined
as the drawing together of the separated nerve tissue (Smith, 2011). The goal of surgery is to
restore nerve continuity so that an optimum number of nerve fibers can reach their appropriate
sensory or motor insertions (Luca, 2016). There are two types of direct repair techniques.
A primary nerve repair is used when there is a clean cut to the nerve and both ends can be
sewn back together (Luca, 2016). The most common primary procedure is the epineurial repair
technique (Smith, 2011). In this technique, a completely lacerated nerve is is realigned, end to
end, and sutures are placed on the inner and outer epineurium of either side of the lesion (Smith,
2011). A perineural repair is the second most common primary procedure for this injury (Smith,
2011). In this procedure, outer and inner epineurium are dissected back, the fascicles are aligned,
and the fascicular perineurium from both nerve stumps are sutured together (Smith, 2011). A
secondary nerve repair is used after a crush injury or avulsion trauma when the injured portion of
the nerve must be removed and the remaining uninjured nerve is sewn back together (Luca,
2016). If there is a significant gap between nerve endings in this kind of laceration, either
extensive stretching or nerve grafting may be indicated (Smith, 2011). Tension at the coaptation
site yields many risks, such as scar tissue buildup, anatomical contractures, limited axonal
regeneration, and traction injuries (Smith, 2011). Stretching of the shortened nerve has shown to
be ineffective in functional reinnervation (Smith, 2011). Because in a nerve transfer the
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reinnervated muscle is motored from a new proximal nerve source, the patient must establish and
relearn new motor patterns (Novak & von der Heyde, 2015).
The timeline of recovery for clients with upper extremity nerve traumas can be a tiring
and long-term process. According to Luca (2016), postoperative nerve lacerations recover at a
rate of 1-3 millimeters per day, 1 inch per month after the initial three week immobilization
period. Depending on the type and severity of the injury, functional improvements are likely, but
can take a year or more to achieve after the onset of the injury and can continue to progress for
up to 5 years (Rosén & Lundborg, 2001; Sabapathy et al., 2007). As a result of the injury and
lengthy recovery time, people with nerve trauma experience impaired occupational performance.
Occupational Therapy
“Occupation” is defined as meaningful everyday life activities, including activities of
daily living (ADLs), instrumental activities of daily living (IADLs), work, sleep and rest, play,
leisure, social participation, and education (American Occupational Therapy Association
[AOTA], 2014a). ADLs include self-care, functional mobility, and eating and feeding (AOTA,
2014a). IADLs include community mobility, child care, and home care, among others (AOTA,
2014a). Successful participation in one’s valued occupations has shown to be therapeutic,
promote health and wellbeing, and increase overall life satisfaction (AOTA, 2014a). Many
individuals, with or without a disability, experience difficulty with successfully engaging in
meaningful occupations.
Occupational therapy (OT) is the client-centered, evidence-based, rehabilitative health
service that addresses the therapeutic value of performing occupation (AOTA, 2014a). OT is the
practice of “enhancing or enabling participation in roles, habits, and routines in home, school,
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workplace, community, and other settings” (AOTA, 2014a, p. S1). The therapeutic process is
facilitated by the use of everyday life activities in order to achieve functional gains (AOTA,
2014a). Practitioners in this field pursue body function remediation as well as adaptations and
environmental modifications, all for the purpose of facilitating engagement and function in one’s
meaningful activities (AOTA, 2014b). Occupational performance is achieved “when a person
engages in purposeful activities out of personal choice and they are valued” (AOTA, 2014a, p.
S6). Occupational therapists commonly work in hospitals, clinics, homes, and schools and see a
variety of client populations, including people with a cognitive disability, mental illness, or
physical disability (AOTA, 2014a).
Hand Therapy
According to the AOTA (2014b), OT is commonly indicated for people with upper
extremity disabilities due to resulting disruption in their function in activities of daily living. The
upper extremity and the hand are extremely important for fine-motor tasks required in daily
activities (AOTA, 2014b). Many occupational therapists treat and specialize in the upper
extremity and hand and may eventually work toward obtaining their statuses as a Certified Hand
Therapist (CHT) (Hand Therapy Certification Commission [HTCC], n.d.). According to Dimick,
Caro, Kasch, Muenzen, Fullenwider, Taylor, Landrieu and Walsh (2009):
Hand therapy is the art and science of rehabilitation of the upper limb, which includes the
hand, wrist, elbow and shoulder girdle. It is the merging of occupational and physical
therapy theory and practice that combines comprehensive knowledge of the structure of
the upper limb with function and activity. Using specialized skills in assessment,
planning and treatment, hand therapists provide therapeutic intervention to prevent
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dysfunction, restore function and/or reverse the progression of pathology of the upper
limb in order to enhance an individual’s ability to execute tasks and to participate fully in
life situations (p. 374).
Eighty-five percent of certified hand therapists are occupational therapy professionals
(Dimick et al., 2009). To become a CHT, either an OT or physical therapist must work for a
minimum of three years in hand therapy and pass a national board exam (HTCC, n.d.). As with
any population, including those people with upper extremity ailments, the role of occupational
therapy is to facilitate a person’s functional gains in order to return to valued activities of daily
living (Dimick et al., 2009).
OTs are thoroughly equipped with the skills and abilities to provide intervention for
people with injuries to the upper extremity. OTs are able to exercise prescription and application
of physical agent modalities while also enabling clients through the use of occupation (Robinson,
Brown, & O’Brien, 2016). They focus on the unique occupational needs of each individual by
acknowledging each client as an occupational being. OTs working within hand therapy must
incorporate the duality of anatomy and occupation by recognizing the benefits of existing
evidence-based methods in conjunction with occupation as a therapeutic mechanism. Because
the upper extremity is vital in performing activities of daily living, occupational therapists assist
the client to refine skills and abilities that are needed to interact with the environment (Robinson
et al., 2016).
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Deficits Experienced
Occupations Affected
For individuals with a nerve laceration, a variety life occupations are negatively affected
by their injury. This can include ADLs, IADLs, work, and other occupations. Changes can
include significant pain sensation, hypersensitivity, and the development of non-adaptive
movement. Non-adaptive movements are inefficient, substitute movement patterns that develop
after an injury (Toth-Fejel, Toth-Fejel, and Hedricks, 1998). As an example, an individual might
use his or her uninjured hand to both hold an item and open a drawer while holding his or her
injured hand in a protective position due to fear of pain or injury (Toth-Fejel et al., 1998).
Postoperative pain is expected initially for this population and is treated with analgesics, edema
control, and early motion as permitted by the surgeon (Novak & von der Heyde, 2015).
However, chronic, neuropathic pain has a likelihood of developing due to changes in sensation
(Novak & von der Heyde, 2015). Individuals that develop chronic pain are typically referred to a
multidisciplinary pain management team (Novak & von der Heyde, 2015). The development of
chronic pain secondary to a nerve laceration creates further difficulty and potential dependence
on regular pain medication (Novak & von der Heyde, 2015; Van Huet, Innes, & stancliffe,
2013). According to Bailey et al.,
Pain has been shown to affect attention, memory, and manual dexterity negatively,
resulting in poor physical performance, which can influence participation in meaningful
activities and result in diminished quality of life (2009, p. 1687).
In addition to pain, protective positions can prevent therapeutic activity and effective
participation in one’s occupations. According to Rostami, Akbarahimi, Mehraban, Akbarinia,
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and Samani (2016), “functional recovery following peripheral nerve injuries is often poor
because of different factors especially bilateral cortical reorganization due to the lack of input
from the injured nerve” (p. 2). Disuse of the injured hand leads to further inhibition and disability
due to lack of sensory stimulation.
Cederlund, Thoren-Jonsson, and Dahlin (2010) found that subjects with nerve lacerations
avoided many activities, including leaving the house, driving, and sexual activities due to either
fear of causing more damage to their injury or cosmetic insecurity. One’s employment can also
be affected by a nerve laceration, as some individuals may lose their employment status due to
inability to complete work tasks (Cederlund et al., 2010; Che Daud et al., 2016). In some cases,
this may lead to significant financial insecurity compounded with the cost of medical care (Che
Daud et al., 2016).
Bailey, Kaskutas, Fox, Baum, and Mackinnon (2009) explored the effect that a nerve
injury has on a person’s activity participation and quality of life. After a traumatic nerve injury,
there was a 30 percent loss of participation in IADLs such as yard work, household chores, and
shopping (Bailey et al., 2009). The highest activity loss was physical leisure activities, in which
48 percent of participants reported losing this activity(Bailey et al., 2009). The inability to
participate in meaningful daily activities correlated with a lower measure of quality of life,
higher levels of depression, and higher levels of pain (Bailey et al., 2009). The results from the
study supported that nerve trauma affects an individual’s participation in meaningful activities,
quality of life, and mental health (Bailey et al., 2009).
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Psychological Considerations
The upper limbs, especially the hands, are a significant part of perceived body image and
functional role of the body (Che Daud et al., 2016). A nerve laceration significantly impacts an
individual’s function and way he or she goes about daily life activities (Che Daud et al., 2016).
Even after the initial injury, patients experience ongoing psychological distress that is usually not
considered in rehabilitation (Miller, Peek, Power, & Heneghan, 2016). This psychological
distress includes increased stress, frustration, loss of confidence, discouragement, and fear of
reinjuring (Che Daud et al., 2016). The development of pain associated with the injury has been
shown to affect emotional functioning more than physical functioning (Bailey et al., 2009).
Clinical depression has been reported following this trauma as well as anxiety, post-traumatic
stress disorder (PTSD), and avoidance of valued activities, which can further attenuate one’s
resilience and coping strategies (Che Daud et al., 2016). Cederlund et al. (2009) also emphasized
the high probability of psychological and social impairments in individuals after upper extremity
nerve injury. Bailey et al. (2009) found that participants with an upper extremity nerve injury
reported a significantly lower psychological quality of life when compared with standardized
norms. Although psychological distress is strongly associated with upper extremity nerve injury,
it is not commonly considered in treatment for this patient population (Cederlund et al., 2010).
According to Cederlund et al., (2010), “many patients with a hand injury may not get enough
advice on how to cope in daily occupations. This may be due to a heavy workload at specialized
hand surgery departments”(p. 7). Many consequences of trauma go undetected during clinical
assessment, which can affect clinical outcomes, quality of life, and ability to return to work or
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normal functioning (Miller et al., 2016). Bailey et al. (2009) emphasized the importance of
psychological consideration of this population.
Not only should hand surgeons and therapists understand our patient’s pain and upper
extremity symptoms, we should explore the effect of these symptoms on their
psychological health and activity participation and help our patients learn alternative
strategies to managing their symptoms through cognitive and behavioral approaches, in
addition to pharmaceutical management (p. 1687).
Current Practice in Occupational Therapy
Medical Model & Biomechanical Frame of Reference
Models of practice are the philosophical base of the occupational therapy profession.
Models are a way for occupational therapists to guide their practice by providing terms that
describe the practice and tools for evaluation and intervention. (Boyt Schell, Gillen, & Scaffa,
2014). There are a multitude of models that can be used in a variety of practice settings with
differing populations.
The medical model is a way to categorize disease and disability into objective measures
of anatomy and physiology (Colaianni & Provident, 2010) and has historically guided health care
in the U.S. It has been criticized for being reductionistic in its view of human health and wellness
(Lohman & Peyton). The biomechanical frame of reference, commonly used with the medical
model, addresses functional deficits through treatment of impairment of body structures (Turpin
& Iwama, 2011) In this frame of reference, the principles of kinetics and kinematics are applied
to the joint and skeletal muscle movements of the body (Turpin & Iwama, 2011). Equilibrium
and movement are core concepts of these mechanical principles and are affected by forces that
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act on bodily structures (Turpin & Iwama, 2011). The biomechanical frame of reference assumes
that joint range of motion, muscle strength, and physical endurance result in voluntary movement
and control (Turpin & Iwama, 2011). Like the medical model, the biomechanical frame of
reference has been described in occupational therapy literature as being limited in its scope of
holistic evaluation and intervention (Turpin & Iwama, 2011). According to Colaianni and
Provident (2010), there has been an existing dilemma for occupational therapists in this field
when choosing between fundamental holistic and occupational treatment and treatment within
the medical model. Despite documented criticism, the medical model and biomechanical frame
of reference together have been the basis for the rehabilitation process in hand therapy (Colaianni
& Provident, 2010).
The biomechanical frame of reference is essential to evaluate the client’s occupational
performance within the physical disability setting (Cole & Tufano, 2008). This makes possible
the remediation of skills and abilities and modification of tasks that are necessary to assist people
towards independence (Cole & Tufano, 2008). Occupational therapists in hand therapy are
guided by the biomechanical principles in splint designs, prosthetics use, and exercise regimes
(Cole & Tufano, 2008). The biomechanical frame of reference is incorporated into the
occupational therapy evaluation and intervention process as a means of objective data and frame
for which the human body should function (Cole & Tufano, 2008).
The medical model is a foundation on which doctors and therapists have based protocols
after surgery in order to enhance the recovery of the patient (Warren, 1993). A protocol is a
record or plan that describes a specific procedure (Warren, 1993). Protocols are used as a
framework for patient programmes to guide therapists on how to conduct their therapy and what
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outcomes are to be expected (Warren, 1993). Occupational Therapists use protocols that are
evidenced by research to ensure effectiveness and best practice for clients (Warren, 1993). There
are specific protocols in place for the intervention process after the surgical repair of a nerve
laceration.
The occupational therapy process is broken up into the evaluation, intervention, and
outcomes of therapy (AOTA, 2014a). First, the occupational profile is taken which consists of
the person’s wants and needs, roles, occupations, and analysis of occupational performance
(AOTA, 2014a). With the use of clinical reasoning, theoretical principles and models, and
knowledge about the condition, occupational therapists engage the client in meaningful
interventions that address their performance deficits (AOTA, 2014a). Throughout this process,
occupational therapists are continually re-evaluating and modifying the interventions and plans
based on the client’s needs (AOTA, 2014a). The last phase is to evaluate the outcomes of the
intervention process (AOTA, 2014a). Outcomes are directly connected to the methods that were
used in intervention and the performance skills and patterns that were targeted during therapy
(AOTA, 2014a). In order to evaluate the amount of improvement or change that occurred,
occupational therapists rely on outcome measures (AOTA, 2014a).
Assessment
Upper extremity outcome measures are commonly used after an injury or trauma. There
are many tests that measure the outcomes for lower extremity injuries, but there is a shortage of
reliable tests that measure the outcomes for upper extremity injuries (Dowrick, A., Gabbe, B.,
Williamson, O., Cameron, P. (2005). It is crucial to understand the impact that an injury can have
on the functional use and sensation of the upper extremity in order to plan interventions and
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treatment. The following tests are specifically used for the upper extremity (Dowrick et al.,
2005).
The Disabilities of the Arm, Shoulder and Hand (DASH) is a self-report questionnaire. This
outcome measure determines upper-extremity disability and symptoms in specific regions
according to what the patient believes. The DASH consists of a 30-item disability and symptom
scale that ranges from 0, severe disability, to 100, no disability. (Dowrick et al., 2005).
The Jebsen Hand Function Test (JHFT) uses simulated activities of daily living in order to
provide a standardized and objective evaluation of fine and gross motor hand function. This test
is a performance-based measure that assess weighted and unweighted hand functions. According
to Guzelkucuk, Duman, Taskaynatan, and Dincer (2007), the assessment includes “writing;
turning over 3 by 5 inch cards; picking up small common objects; simulated feeding; stacking
checkers; picking up large objects; and picking up large heavy objects” p 1431. Each task is
completed with both the left and right hands and timed to assess performance (Guzelkucuk, et
al., 2007, p. 1431).
The Semmes Weinstein Monofilament Test uses monofilaments of varying lengths and
diameter for measuring touch-pressure threshold detection levels (Bell-Krotoski & Fess, 2016).
This measurement gives a clear understanding of which area and to what degree a return of
sensation has occurred after a nerve has been repaired (Bell-Krotoski & Fess, 2016). The
practitioner can follow a standardized protocol starting with the lightest filaments.
Static two-point discrimination tests is one of the most frequently used test of sensibility
(Bell-Krotoski & Fess, 2016). This test assesses an individual’s ability to distinguish between
one or two points of stimuli using an instrument with preset distances between two tips. There is
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also a moving two-point discrimination test that can be used for early return after a nerve repair
(Bell-Krotoski & Fess, 2016).
These tests and tools assist the therapist with providing objective data that they can use to
guide their therapy interventions and treatment. They can also use this information as outcome
measures to determine the effectiveness of their interventions and amount of return from a nerve.
Intervention Methods
The initial intervention for most postoperative upper extremity nerve injuries include rest
and anti-inflammatory medications (Neal & Fields, 2010; Novak & von der Heyde, 2015;
Slutsky, 2011). Between treatment sessions, protection and rest can be achieved through the use
of splint to immobilize the injured nerve and associated muscle group (Neal & Fields, 2010;
Novak & von der Heyde, 2015). Splinting is common after a repair in order to protect the
repaired nerve from stretch and protect the hypersensitive extremity from being over stimulated
(Vipond, Taylor, & Rider, 2007). External electrical stimulation may be indicated in order to
reduce muscle atrophy due to prolonged periods of denervation (Novak & von der Heyde, 2015).
The focus of therapy at this point is to maintain joint range of motion (ROM) and facilitate
strength of surrounding structures (Slutsky, 2011).
The postoperative therapy treatment protocol is typically the same for primary and
secondary nerve repair and nerve grafts (Luca, 2016). However, after a nerve graft, the
immobilization period can be shorter because there is usually minimal tension on the nerve
(Luca, 2016). After surgery, it is important to educate the patient regarding nerve regrowth,
sensory reeducation, and surgical precautions (Luca, 2016). The goal of treatment after surgery is
to maximize functional recovery, restore motor function, restore sensibility, and provide
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adaptations and compensatory strategies for daily use (Luca, 2016). Additionally, joint
mobilization to promote longitudinal nerve excursion is important once the immobilization stage
has occurred (Slutsky, 2011).
During the first three weeks of recovery after a nerve repair, Luca (2016) stated that
therapy is primarily for educating the client about sensitivity and pain, suggesting modifications
and adaptations for ADLs, and movement of uninvolved joints. At this phase of healing, the
focus is on immobilization with orthosis, wound management, edema management, and sensory
substitution (Luca, 2016). Active range of motion (AROM) on uninvolved joints and protective
AROM on joints within orthosis is encouraged (Luca, 2016). After the initial healing stage, the
therapist can perform scar management through use of massage as tolerated (Luca, 2016). A
baseline sensory evaluation and Tinel’s sign should be completed for each nerve to assess the
amount of sensory deficits experienced (Sharma-Abbott & Larson, 2016). Desensitization
techniques are used at this time if hypersensitivity is occurring (Sharma-Abbott & Larson, 2016).
The therapist should reinforce education of the protection of the sensitive areas and
compensatory strategies for coping with pain (Sharma-Abbott & Larson, 2016). Orthosis or
splints are adjusted throughout the stages as the doctors clear the joint for increased motion
(Luca, 2016). It is important to educate the patient on expected sensations that are associated
with sensory return (Sharma-Abbott & Larson, 2016). The sequence of sensory return is as
follows: deep pressure and pinprick, then moving touch, then static light touch, and then
discriminative touch (Duff & Estilo, 2015). Accurate localization of touch is typically last to
return (Duff & Estilo, 2015).
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Depending on client progress, the succession of movement should go from range of
motion exercises to active-assisted ROM and then passive ROM if needed (Luca, 2016). When
the client has reached week five or six, orthosis should only be worn at night except for use
during functional activities or performing activities that could potentially harm the area (Luca,
2016). At this time, reevaluation of sensibility should be administered to assess progress and
begin the first phase of sensory reeducation (Sharma-Abbott & Larson, 2016). Once
reinnervation has occurred, the therapist will test grip and pinch strength and perform manual
muscle testing to assess possible areas of muscle weakness (Luca, 2016). After these assessments
are completed the therapist will have a better understanding for the need for further adaptations
or equipment needed for ADLs (Luca, 2016). A home exercise program should be in place that
continues strengthening and sensory re-education of the affected extremity (Luca, 2016).
Cortical Reorganization
Because the cortical representation of the hand becomes disorganized immediately after
nerve injury, cortical reorganization is important to consider for occupational therapists (Rosen
& Lundbord, 2015). A lack of input from the injured nerve causes structural changes in cortical
regions (Taylor et al., 2009). The occupational therapist is challenged with the task of activating
the cortical area that represents the damaged nerve in order to either maintain or reorganize the
cortical representation of the affected body part (Lohmeyer et al., 2009). Prolonged denervation
and lack of input from the injured nerve are associated with greater cortical change and
disorganization, making functional recovery more difficult (Lohmeyer et al., 2009). Although
difficult to achieve, cortical reorganization is an important consideration within occupational
therapy and can be achieved through a variety of treatment methods (Lohmeyer et al., 2009).

24

Sensorimotor reeducation and strengthening become the focus in the later stages of
postoperative nerve recovery (Novak & von der Heyde, 2015). Motor reeducation is a relatively
new focus in hand therapy. It has recently been shown to greatly facilitate cortical remapping,
more than sensory reeducation alone (Novak & von der Heyde, 2015). The use of both motor and
sensory reeducation together is increasingly recognized as optimal care for people with nerve
lacerations (Novak & von der Heyde, 2015).
Motor Re-Education
The motor re-education technique is used in order to relearn patterns of movement and
facilitate cortical remapping of muscle activation (Novak & von der Heyde, 2015). After a motor
or sensory nerve injury, the connection from the brain to the target muscle has been disrupted,
which alters the motor patterns produced by the muscle, even after reconstructive surgery
(Novak & von der Heyde, 2015). If this disruption exists for a longer time period, an individual
may learn non-adaptive movement patterns to compensate for the loss of function (Novak & von
der Heyde, 2015). In order to achieve motor and sensory functional gains, activity-based
training with repetition and feedback is used (Novak & von der Heyde, 2015).Studies have
shown that this method enhances cortical remapping following nerve reconstruction surgery and
is crucial for sensorimotor relearning (Novak & von der Heyde, 2015).
Sensory Reeducation
It is also important to address sensory changes after a nerve injury and reconstruction.
Novak and von der Heyde (2015) explained that sensation can be intensified in the associated
area, causing hyperesthesia in many cases. Sensation can also be decreased or lost, which causes
significant dysfunction in a person’s daily life (Novak & von der Heyde, 2015). Sensory
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reeducation is used to facilitate cortical reorganization and training of the nerve to achieve
appropriate and functional sensation in the associated area (Novak & von der Heyde, 2015).
Some practitioners believe that early sensory re-education can enhance cortical reorganization
(Novak & von der Heyde, 2015). Sensory reeducation can be performed with mirror therapy,
visuo-tactile training, and audio-tactile training (Novak & von der Heyde, 2015). In the case of
hyperesthesia, desensitization can be achieved through introductions to different textures and
tactile sensations (Novak & von der Heyde, 2015). This can include low-intensity vibration,
which blocks nociceptor transmission according to the gate theory of pain (Novak & von der
Heyde, 2015). Mirror therapy has shown to be effective for hyperesthesia (Novak & von der
Heyde, 2015). With the injured hand occluded from sight and covered with a mirror reflecting
the non-injured limb, stimulation is applied to the non-injured limb as the person perceives
stimulation to the injured limb through the reflection (Novak & von der Heyde, 2015). This
allows an individual to recognize a stimulus as non-painful by activating the contralateral cortex
(Novak & von der Heyde, 2015).
Strengthening
Because a nerve injury disrupts regular muscle use, atrophy and loss of muscle strength is
common (Novak & von der Heyde, 2015). Motor control within the re-innervated muscle must
occur before strengthening begins (Novak & von der Heyde, 2015). If motor control is not
achieved, non-adaptive movement patterns are more likely to develop (Novak & von der Heyde,
2015). Once strengthening begins, the muscle will be weak and cannot tolerate excessively high
intensity (Novak & von der Heyde, 2015). Novak and von der Heyde (2015) recommend to start
strengthening with slow onset isometric contractions 10-15 times.
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Electrical Stimulation
In earlier stages of nerve reconstruction recovery, electrical stimulation is used to
maintain integrity of the muscle fiber while it may otherwise atrophy (Novak & von der Heyde,
2015). Poorer outcomes are associated with longer durations of muscle denervation, which can
possibly be counteracted by the use of electrical stimulation (Novak & von der Heyde, 2015).
However, there is little evidence for the use of electrical stimulation with muscle that has been
denervated for a long duration. According to Novak and von der Heyde (2015), electrical
stimulation should be used as an adjunct to sensory and motor reeducation. Transcutaneous
electrical nerve stimulators are sometimes used to manage pain (Sharma-Abbott & Larson,
2016). These electrodes are placed at the spinal cord to stimulate an endorphin release
(Sharma-Abbott & Larson, 2016).
Physical Agent Modalities
In addition to other treatment methods, physical agent modalities (PAMs) are commonly
indicated to treat pain and manage sensitivity (Sharma-Abbott & Larson, 2016). These
modalities can include fluidotherapy, ultrasound, massage, paraffin wax, and moist heat for
relaxation (Sharma-Abbott & Larson, 2016). Fluidotherapy involve the submersion of an
extremity into water to elicit sensory stimulation and increase extensibility of the tissue
(Sharma-Abbott & Larson, 2016). PAMs are used best as an adjunctive treatment to sensory and
motor reeducation techniques (Novak & von der Heyde, 2015).
Based off of themes observed in research on this topic, the current intervention methods
for individuals with nerve laceration appear primarily therapist-driven rather than truly
client-centered. The surgeon prescribes a protocol and the occupational therapist then
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administers rehabilitation techniques. There is a lack of client involvement and
client-centeredness in current hand therapy practices.
Occupation-Based Interventions
Definition
Occupation-based intervention (OBI) in hand therapy is defined as a treatment approach
that balances biomechanical and medical principles with the value of occupation as the
therapeutic method (Colaianni, Provident, DiBartola, & Wheeler, 2015). Currently, OBI is
considered a solution for the disparity between the two pillars, medical and occupation as
therapy, of hand treatment (Colaianni & Provident, 2010). In this type of treatment, a person’s
functional performance is addressed and restored using meaningful occupations, while a therapist
maintains full awareness of the anatomical and neurological components involved in the
biomechanical frame of reference (Colaianni et al., 2015). As an example, a strictly
biomechanical treatment session may include guided strengthening with theraputty. An OBI may
include buttoning, writing, or the use of a key and lock to achieve strengthening, all while
biomechanical considerations are being implemented (Colaianni & Provident, 2010). Some hand
clinics using OBI reported regular therapeutic use of cooking, food preparation, sewing, cutting
food, laundry, handling money, cleaning cabinets, and origami (Grice, 2015).
Client-Centeredness
Client-centered approach to therapy “incorporates respect for and partnership with clients
as active participants in the therapy process” (Boyt Schell, Gillen, & Scaffa, 2014, p. 1230). In
other words, client-centered therapy involves a client’s specific experiences, strengths, and
choices within treatment (AOTA, 2014a). According to Toth-Fejel et al. (1998), a client’s
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environment, context, and psychosocial factors are often excluded from treatment for this
population. Research shows that successful treatment, especially in people with cumulative
trauma cases, requires inclusion of these aspects within the intervention (Toth-Fejel et al., 1998)
In one study, a woman with medial epicondylectomy and history of shoulder arthroscopic
surgery was undergoing occupational therapy with a client-centered approach (Toth-Fejel et al.,
1998). The occupational therapist implemented this client’s valued role as a mother and interest
in sewing into her therapy (Toth-Fejel et al., 1998). This client was asked to use her home
sewing machine for various projects, including making a sports bag for her daughter and
mending her son’s pants (Toth-Fejel et al., 1998). Upon review of outcome measures, all of her
physical measures had improved significantly, particularly grip strength (Toth-Fejel et al., 1998).
The client in Toth-Fejel’s et al. (1998) case study exemplifies the therapeutic and objective
benefits of client-centeredness with this population.
Benefits of Occupation-Based Intervention
OBI for people with nerve laceration allows for improved objective measurements,
considers a person’s specific context, and facilitates functional skill generalizability (Colaianni &
Provident, 2010). Because of this, occupational therapists have an important and progressive role
with this population in focusing on overall function.
Improved Outcomes. Colaianni and Provident (2010) compared OBI with a traditional
exercise program with this population and found the OBI group to have increased repetition and
interest, faster rate of recovery, improved quality of movement, ROM and AROM, and improved
motor learning over the traditional exercise program. Similarly, Maciel, Taylor, and McIlveen
(2005) studied individuals with distal radius fractures who participated in an activity-focused
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therapy program or an exercise-focused program. Both groups showed significant improvement
on all outcomes (Maciel, Taylor, & McIlveen, 2005). Although there was no a difference
between groups, this study showed the therapeutic role of activities with this population and its
potential for implementation (Maciel et al., 2005). Researchers of two separate studies found that
upper extremity treatment with activities that mimic ADLs resulted in significantly improved
grip and pinch strength and range of motion when compared to therapeutic exercise alone
(Guzelkucuk et al., 2007; Toth-Fejel et al., 1998). The ADL groups also scored significantly
higher on the Jebsen Hand Function Test and the Disabilities of the Arm, Shoulder, and Hand
questionnaire (DASH) than the exercise group and also eliminated the development of
non-adaptive movement patterns (Guzelkucuk et al., 2007; Toth-Fejel et al., 1998). During these
functional tasks, participants are beginning to automatize their movements and use desired
weaker muscles to perform the activity without realizing they are exercising (Colaianni &
Provident, 2010). Changing exercise from cortical to subcortical is a method to facilitate the
beginning of muscle reeduction (Colaianni & Provident, 2010).
Toth-Fejel et al. (1998) also found that games used in treatment reduced pain, sped up
recovery, and improved hand function for people with injured upper extremities. This increase in
hand function was also seen in a randomized control trial with hand injuries comparing
therapeutic exercise (TE) and TE combined with OBI (Che Daud et al., 2016). TE combined
with OBI demonstrated significantly greater outcomes (Che Daud et al., 2016). Specifically, grip
strength, pain scores, pinch strength, and purdue pegboard test scores were all higher in the OBI
group (Che Daud et al., 2016).
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Increased Motivation. In many OBI sessions in the studies by Toth-Fejel et al. (1998),
Che Daud et al. (2016), and Guzelkucuk et al. (2007), participants were using scissors, sewing
blankets, putting money into a wallet, and tying shoelaces in their treatment sessions. “We
observed that the patients were more motivated while performing therapeutic activities rather
than exercises” (Guzelkucuk et al., 2007, p. 1434). Toth-Fejel et al. (1998), Che Daud et al.
(2016), and Guzelkucuk et al. (2007) attributed this motivation to perceived improvement in
ADLs. Patients began to observe their ability to perform activities they were previously unable to
do, and they subsequently achieved confidence in their ability to improve (Guzelkucuk et al.,
2007, p. 1434). One occupational therapist reported on the increased motivation experienced by
patients when using OBI. “ When I... incorporate a functional task (usually more demanding than
a rote exercise), the client always comments that they find it uniquely challenging, and most
beneficial” (Grice, 2015, p. 304).
Toth-Fejel et al. (1998) compared an OBI group with a traditional exercise group for
people with traumatic upper extremity fractures. The OBI group reported significantly higher
levels of engagement and motivation in treatment sessions. Che Daud et al. (2016) conducted a
similar study and found therapy satisfaction ratings were significantly higher in the OBI group.
In many of these studies, higher motivation and satisfaction scores correlated with higher
objective measurements (Che Daud et al., 2016; Guzelkucuk et al., 2007; Toth-Fejel et al.,
1998). When participants experienced motivation due to OBI, they were more likely to fully
attend and participate in the therapy, and thus more likely to experience objective gains in
function (Che Daud et al., 2016; Guzelkucuk et al., 2007; Toth-Fejel et al., 1998).
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Involvement of Psychological Strategies. OBI includes the consideration of the whole
person during assessment and intervention, including psychological distress experienced by
individuals with upper extremity nerve laceration. “Treatment and solutions concerning
psychosocial problems, such as anxiety and avoidance, should be a focus in routine care of
patients” (Cederlund et al., 2010, p. 7). In one research study, a variety of emotional coping
strategies were considered with people with nerve lacerations that were found to be effective
(Cederlund et al., 2010). Many of these strategies were practical modifications that facilitate
activity performance while simultaneously serving as a coping mechanisms for the stress
associated with this injury. Coping strategies can include informational handouts, active
involvement of family and friends, continued, modified involvement in valued activities,
planning sufficient time for each task, and allowing for assistance when necessary. Informational
handouts provided patients with education on what to expect, proper care, and recommended
activity level for their injury (Cederlund et al., 2010). This helps to prevent excess stress, fear,
and frustration during recovery. Additionally, information regarding ideas for routine
modifications has been shown to decrease stress and frustration during recovery (Cederlund et
al., 2010). This includes adaptive equipment and task or environmental modifications. For
example, one practical coping strategy was using mechanical tools rather than manual tools that
require higher levels of dexterity (Cederlund et al., 2010).
Emotional coping strategies were also found to be important during this recovery process,
as well (Cederlund et al., 2010). Participants in one study reported that allowing oneself to
thoroughly process the trauma was crucial. This was achieved by thinking about the incident
many times and sharing thoughts and feelings with a support network, thus normalizing the
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trauma and reducing the associated emotional pain. Participants found emotional relief through
joining support groups (Cederlund et al., 2010).
Inclusion of the psychological components through the identification of these coping
strategies strengthens patient’s ability to achieve progress and self-efficacy in meaningful
occupations and activities of daily living (Cederlund et al., 2010). Coping strategies can be
identified and explored through patient education, written handouts, website links, and
client-identified methods (Cederlund et al., 2010).
Disparities in Current Hand Treatment
The notable conclusions upon a review of the literature for people with nerve lacerations
includes a low frequency of use in practice but high benefit of OBI, implementation difficulties,
and lack of addressing psychosocial needs as a part of holistic intervention. There is a need for
implementing an occupation-based approach in upper extremity OT that focuses on the whole
person within his or her context and with consideration of each person’s individual needs
(Colaianni & Provident, 2010).
Low Usage Frequency
Overall, there are only few studies that primarily focus on occupation-based intervention
implementation with this population (Che Daud et al., 2016; Colaianni & Provident, 2010). Hand
therapy and rehabilitation has been dominated by the biomedical approach, making
occupation-centered approaches uncommon and difficult to implement (Toth-Fejel et al., 1998).
Colaianni and Provident (2010) found that occupational therapists reported use OBI with only
41-50% of their clients, even though benefits of OBI were found to be more functional than
traditional therapies. Powell and Von Der Hyde (2013) found that a majority (97.5%) of hand

33

therapists feel that ADL performance is an important part of hand therapy practice but less than
half (45.5%) actually provide a formal assessment of ADL performance.
Implementation Difficulties
There are some obstacles to OBI with this population. “Given the current influence of
reimbursement-driven practice, implementing an occupation-centered practice may be difficult”
(Toth-Fejel et al., 1998, p.384). In one study, twenty-nine percent of occupational therapists
reported difficulty with reimbursement of occupation-based care, reporting that Medicare does
not pay for valued occupations as therapeutic method (Colaianni & Provident, 2010). Colaianni
and Provident (2010) described that physical agent modalities and basic exercise are easier to
implement and reimburse. Lack of time, limited access to natural environments, and lack of
resources also make OBI difficult to use and implement in a hand clinic (Grice, 2015). However,
many occupational therapists practicing in hand therapy afrm the value of and would like to
incorporate more OBI in their practice, but are unsure of how to do so (Colaianni & Provident,
2010; Grice, 2015).
Summary
The professional identity and distinct value of occupational therapy involves the
therapeutic use of occupation as a means to and outcome of the therapy process. Occupational
therapist in all types of settings have an obligation to prioritizing client-driven performance in
meaningful occupation while considering physical and psychological components of a person
and their injury. However, in the field of hand therapy for upper extremity nerve lacerations,
current treatment standards have navigated from true OBI. Current methods are predominantly
biomechanical and include therapist-driven modalities, such as motor reeducation, sensory

34

re-eduction, strengthening, and physical agent modalities. The biomechanical frame of reference
and physical agent modalities are necessary for recovery and remain an effective aspect of the
therapy process. However, increasingly more research has shown the improved outcomes and
therapeutic value of personalized, occupation based intervention as well as the need for
addressing psychological considerations for individuals with and upper extremity nerve
laceration.
Problem Statement. Occupational therapists in hand therapy acknowledge the benefits of OBI in
the treatment of nerve lacerations but continually face challenges in implementation. The
accumulation of research suggests the lack of OBI in hand therapy is due to barriers such as time
constraints, lack of therapist resources, reimbursement issues with insurance companies, and the
predominant use of the biomechanical frame of reference. These obstacles in hand therapy result
in low frequency usage of OBI and a reduction of client-centered care, which are two core
components of occupational therapy.
Purpose. The purpose of this scholarly project is to create an accessible resource for
occupational therapists to implement occupation-based intervention in the currently
biomechanical-dominated topic of upper extremity nerve laceration. Additionally, this project
was created to effectively navigate the documented obstacles of occupation-based treatment.
These obstacles include a lack of time, therapist resources, and reimbursement. Patient education
is a frequently used and reimbursable mode of therapy. This mode was strategically chosen in
order to address obstacles, and also to enable individuation of treatment. The Model of Human
Occupation (MOHO) was used to guide the formation and elements included in this patient
education tool. Additionally, several principles of Adult Learning Theory were implemented
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throughout the entirety of the tool in order to facilitate optimal and long term learning. This tool
provides areas for individualization, and occupational therapists still need to consider the client’s
individual physical status, cognition, perception, affect, and motivation, and environments.
Chapter III will consist of descriptive methodological approaches taken in the
development of the literature review, the gathering of information, and the development of a
resource for hand therapists to use in practice.
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Chapter III: METHODOLOGY
Chapter III Methodology is comprised of detailed, chronological description of our
methodology of the processes used to conceptualize, design, and build this scholarly project. The
first step that was taken was to explore American Occupational Therapy Association’s (AOTA’s)
emerging fields of practice in Occupational Therapy. This was completed with consideration of
our mutual special interest in physical disability rehabilitation. Specifically, we shared an interest
in neurological rehabilitation potential, the neuroplasticity of the brain, and cortical
reorganization in achieved through occupational therapy. The sections most congruent with our
interests were “New Technology in Rehab” and “Bionic Limbs and Transplants”. Some of the
broad topic ideas included information regarding populations who had sustained either a stroke,
spinal cord injury, or peripheral nerve injury.
Throughout this initial process, we met with our graduate advisor weekly to discuss the
scholarly project formation and decisions regarding the product direction. Upon initial discussion
with the project advisor, we concluded that there is well established research in the areas of
stroke and spinal cord injury populations, but less occupational therapy projects related to
peripheral nerve injuries. Initial literature searches and discussions with the project advisor
resulted in the acknowledgement of a lack of occupation-based interventions (OBI) in the field of
upper extremity and hand therapy, where peripheral nerve injuries are common and occupational
therapists facilitate the intervention. Research informed us of the current domination of the
biomechanical and medical model in this occupational therapy practice area (Che Daud et al.,
2016; Colaianni, & Provident, 2010; Grice, 2015; Guzelkucuk, Duman, Taskaynatan, & Dincer,
2007; Toth-Fejel, Toth-Fejel, & Hedricks, 1998).
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Based on the aforementioned literature search, we set out with ambitions to create a
product for occupational and hand therapy with an emphasis on occupation-based methods. We
wanted to focus on injuries to the upper extremity due to the demand on upper extremities in
occupation. After researching the numerous types of injuries, it was decided to specifically focus
on the most common peripheral nerve injuries, including injuries to the median, ulnar, or radial
nerves (Che Daud, Yau, Barnett, Judd, Jones, & Nawawi, 2016). We then narrowed our focus
further to a specific category of injury. These categories included chronic compression
conditions, crush injuries, dislocation, and laceration, and all yield extremely different processes
of rehabilitation and recovery (Che Daud et al., 2016; Smith, 2011). To further narrow our topic
and enable us to provide a high-quality product, who chose to focus on clients with postsurgical
nerve laceration.
Next, we began the processes of a focused literature review, which included searches in
PubMed, Cumulative Index of Nursing and Allied Health Literature (CINAHL), Occupational
Therapy (OT) Search, American Journal of Occupational Therapy (AJOT), and Clinical Key
through access of the University of North Dakota Health Sciences’ online library. These
databases enabled access to a large variety of journals, such as the Journal of Hand Therapy and
the Journal of Hand Surgery. Textbooks were also used during the literature review. Keywords
used included nerve, laceration, rehabilitation, occupational therapy, occupation-based,
intervention, treatment, and other minor variations of these terms. Upon initial insights from the
literature review, we began to identify areas of need for rehabilitation with this population,
relating to occupation. After researching the rehabilitation protocols for nerve laceration injuries,
it was clear that the splinting and immobilization phase should not be changed due to the
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integrity of the surgical intervention. Other documented research indicated lack of time,
resources, and reimbursement for the implementation of occupation-based intervention in hand
therapy (Grice, 2015). Because of this, we sought to identify an intervention method that would
fit the current frame of the hand therapy process. We wanted to use the term “intervention”
instead of “treatment” to show the collaborative approach that this product would exemplify.
Also, we thought it would be necessary to create our own definition of OBI, since there were so
many variations found in the literature. For the purpose of this scholarly project, OBI is defined
as a client-centered approach in OT in which an individual's performance is addressed and
restored using meaningful activities, while a therapist maintains full awareness of the anatomical
and neurological components involved in the deficit.
We had both shadowed occupational therapists in hand therapy clinics and were exposed
to a typical treatment session and noticed that education was a common method of therapy. Upon
reflection of this observation, we sought to further understand the value of education. Research
was identified that indicated the value of a client understanding their diagnosis and the rationale
for therapy methods (Ullrich & Vaccaro, 2002). Specifically, education increases the likelihood
of adherence to the therapy regime, willingness to participate, and is documented to be
therapeutic itself (Ullrich & Vaccaro, 2002). Simultaneously, we were identifying studies that
compared traditional exercises to functional tasks, the latter resulting in improved outcome
measures than the former (Che Daud et al., 2016; Colaianni, & Provident, 2010; Grice, 2015;
Guzelkucuk, Duman, Taskaynatan, & Dincer, 2007; Toth-Fejel, Toth-Fejel, & Hedricks, 1998).
Assimilating these two branches of research (the value of both education and
occupation), we decided that a patient education resource that explained the value of occupation
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to patients would fit the needs of this field. Additionally, this mode of therapy addresses many of
the obstacles faced by therapists, such as reimbursement difficulty, a lack of resources, and time
limitations. The collaboration and explanation with the client would make an education tool
occupation based and relevant to the life of the client. When patients are more motivated to
participate in therapy, it results in improved outcomes (Chen, Neufeld, Feely, & Skinner, 1998;
Ullrich & Vaccaro, 2002). The consideration and implementation of pertinent, meaningful
occupations lead to greater adherence to home programming and ultimately greater functional
improvement (Che Daud et al., 2016; Colaianni, & Provident, 2010; Grice, 2015; Guzelkucuk,
Duman, Taskaynatan, & Dincer, 2007; Toth-Fejel, Toth-Fejel, & Hedricks, 1998).
In order to gain further guidance as we conceptualized the formation of the product, we
then met with an occupational therapist and certified hand therapist to discuss the real world
application and usability of our product idea. The therapist explained that there are many
available patient education resources for this injury but few interactive tools and none that
emphasize occupation. He further provided examples of analogies he uses with this population to
help educate them. He then identified that the presented product would be a valuable addition to
occupational therapy with this population.
The education tool was initially thought to be printed as laminated cards and gathered in
a key ring for ease of flipping pages. Looking for examples, we searched online to find
presentation easels the size of a three-ring binder that folds into a standing table tent. This would
enable the therapist to sit on one side and have the patient across from him or her, such is typical
in an occupational therapy practice setting. A page of information would simultaneously be
presented to both the therapist and the patient on either side of the triangular easel. We
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envisioned the therapist’s page would have detailed therapist cues and descriptions, while the
patient’s side of the product would present simplified graphics and keywords. We wanted this
tool to be aesthetically pleasing and easy to read for all individuals. We wanted short increments
of words on each page so that individuals would not feel overwhelmed when they were looking
at the page. Common words were used to avoid medical and occupational therapy jargon so that
people at most literacy levels could easily understand the content. Pictures were used as
anecdotes to assist the therapist in explaining more complex ideas. We decided to maintain the
lamination idea and incorporate interactive activities as much as possible with use of a dry erase
marker. After deciding on this format, we decided to use Google slides through our personal
gmail accounts for assembling the slide content due to the ease of viewing and it’s slide-specific
note making features. This website allowed us both to work collaboratively in real time on
different devices. As we began to assemble images for the slides, we recognized the need for
legally accessible images available for reprinting and modification. In order to do this, we met
with Devon Olson, the School of Medicine and Health Science’s librarian, who proposed free
image and stock photo websites such as Pixabay and Wikimedia commons. We also used
Windows Paint and Windows Paint 3D application on our computers to construct our own
images to use.
For the slide contents, we primarily used information from the literature review. During
the process of the literature review, we simultaneously compiled a list of education topics that we
thought would be helpful to include. As we progressed on the formation of the slides, this list
was revised several times to include six major categories. We continued to meet with our advisor
throughout this process, who assisted in solving obstacles, such as advice for readability, graphic
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analogies, and citation problems. After the patient slides were created, a therapist cue slideshow
was created. We decided that the therapist cue slides should include specific references where we
obtained the information, a small image copy of the patient side in the upper right hand corner
for reading ease, and both verbal and nonverbal cues and recommendations. We thought that a
separate therapist manual with a more detailed description would be helpful to the therapist. In
this manual, we included an introduction, purpose of the product, a summary of the supporting
literature, and a copy of the recommended home program worksheet. This worksheet, titled
“Your Homework”, is available for the therapist to photocopy and write on when working with
the patient. One side of the homework sheet is for the occupational exercise to be completed
between therapy sessions and the other side of the sheet includes coping strategies and room for
reflection. We thought it would be helpful to have these written down so the patient can
remember them and use them after the session.
For the slide shows and the therapist manual, a copyright of the pages was put on to
protect our original work. Regarding formatting and the look of the product, a pastel color was
designated to each section to identify the different sections and make it easier to use. Pastel
colors were used based on recommendations from the Adult Learning Theory regarding
readability and patient education formatting (Bastable, Gramet, Jacobs, & Sopczyk, 2011). A
thick line was inserted across the bottom of each page with each unique color for aesthetics and
to easily distinguish slides within their categories.
The theoretical foundation of the product was generated from the Model of Human
Occupation (MOHO), the biomechanical frame of reference, and the Adult Learning Theory. We
realized the biomechanical frame of reference is essential to hand therapy in order for the
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therapists to maintain the integrity of the injury and surgical site (Cole & Tufano, 2008). The
knowledge of the musculature and bodily structures will assist the therapist in intervention
planning and rehabilitation process. This frame of reference is applied throughout the entirety of
the product, especially regarding topics such as splint care, motor and sensory reeducation, and
rehabilitation expectations. The initial derivation of the product idea was from aspects of MOHO
(Chen, Neufeld, Feely, & Skinner, 1998). We hypothesized that education about an individual’s
injury would motivate the client to follow through with the therapy process. This motivational
aspect aligns congruently with MOHO (Chen, Neufeld, Feely, & Skinner, 1998), thus instigating
further investigation into this model. Roles, habits, and volition are all strategically addressed
throughout the tool. Terminology from MOHO was not specifically used in the product in order
to adhere to the concepts of Adult Learning Theory for the understanding of all literacy levels.
The Adult Learning Theory was chosen to use due to the fact that the populations that are going
to be using this tool are adults. Adult learning principles include viewing the patient as a
problem-based learner, internally motivated to learn, and learn on a need to know basis (Bastable
et al., 2011).
As a way to assess the difficulty clients are having at home with their occupations, we
decided to incorporate the Quick Disabilities of the Arm, Shoulder, and Hand (DASH)
Assessment. The Quick DASH is specific to injuries of the upper extremities. This assessment is
occupation-based because it asks specific questions on aspect of people’s daily lives and
occupations that are affected after an injury (Institute for Work & Health, 2006). The providers
of Quick DASH were contacted via email and permission was gained in order to use this
assessment in our education tool (Refer to Appendix D). In consideration of the guiding MOHO,
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we thought gathering information about patient’s roles was extremely important to this tool. The
Role Checklist is a MOHO assessment tool that gathers information about an individual's
frequency and value of each of his or her roles (Oakley, 1984). This assessment will help create
the client-specific goals in the home program worksheet. The providers of The Role Checklist
were contacted via email and permission was gained in order to use this assessment in our
education tool (Refer to Appendix D).
We then met with our advisor after completing a majority of the product. It was advised
to us to create a method to measure this product’s effectiveness in a clinical setting. We
discussed the value of a therapist reflecting on his or her own use of the product as well as the
client submitting some form of feedback in order to measure if this product is doing what it was
created to do. In order to create this, we developed our own therapist and client OBI
self-reflection survey based on principles of MOHO and focused on the use of occupation. This
survey is to be completed after the administration of part or all of the education product. This
survey will be available in the therapist manual for clinical use.
The final product consists of a fifty-one page patient education tool that is laminated and
three hole punched to fit in a 3 ring easel binder. A therapist manual complements the product in
order to guide the use of the product and explain in detail the components of the patient
education tool.
To assess the first formal draft of the product, we completed a practice trial with the
education portion of this project in order to receive feedback and test its usability. The product
was presented to an able-bodied, non-affiliated, non-medical member of the community. This
individual provided informal, constructive feedback regarding quality of concept delivery,
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recommendations for images and graphics, and topic areas that would benefit from further
clarification. Changes were made to the final product based on these recommendations.
Chapter III Methodology consisted of the entirety of how our scholarly project was
developed and the reasoning for each decision made. The process started with the first initial
literature search and advanced as we began to narrow our topic and gain more knowledge.
Chapter IV is comprised of the upper extremity nerve laceration patient education tool that was
created through our scholarly project.

45

Chapter IV: PRODUCT
Introduction to the Product
According to the AOTA (2014b), occupational therapy (OT) is commonly indicated for
people with upper extremity disabilities due to resulting disruption in their function in activities
of daily living. The upper extremity and the hand are extremely important for fine-motor tasks
required in daily activities (AOTA, 2014b). Many occupational therapists treat and specialize in
the upper extremity and hand and may eventually work toward obtaining their statuses as a
Certified Hand Therapist (CHT) (Hand Therapy Certification Commission [HTCC], n.d.). Upon
a review of the literature for this population and occupational therapy and hand therapy, many
key notes were made. Current treatment of this population includes a reductionist,
therapist-driven and strictly biomechanical series of protocols (Colaianni & Provident, 2010).
Several recent research studies have observed the benefit and improved outcome measures with
use of a holistic, occupation-based intervention in this population as opposed to a strictly
biomechanical treatment (Che Daud et al., 2016; Colaianni, & Provident, 2010; Grice, 2015;
Guzelkucuk, Duman, Taskaynatan, & Dincer, 2007; Toth-Fejel, Toth-Fejel, & Hedricks, 1998).
Occupation-based intervention is a holistic approach to treatment that addresses and utilizes the
therapeutic value of an individual's meaningful occupation in the rehabilitation process (Che
Daud et al., 2016). This process includes the identification of an individual’s priorities and
routine and subsequently practicing the functional activities they may typically perform (Che
Daud et al., 2016). For example, an individual may complete tying shoes, sewing, and writing
letters rather than rote repetitive hand exercises (Che Daud et al., 2016). These activities in
therapy with this population lead to increased satisfaction, increased compliance in home
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programing, and improved functional outcomes (Che Daud et al., 2016; Colaianni, & Provident,
2010; Grice, 2015; Guzelkucuk, Duman, Taskaynatan, & Dincer, 2007; Toth-Fejel, Toth-Fejel,
& Hedricks, 1998). However, this population continues to receive strictly biomechanical
treatment and very low frequency of occupation-based intervention (Colaianni & Provident,
2010). This is due to a variety of factors, such as implementation difficulties, productivity
standards, limitations on time, and reimbursement challenges (Grice, 2015). There is a need for
implementing an occupation-based approach in upper extremity OT that focuses on the whole
person within his or her context and with consideration of each person’s individual needs
(Colaianni & Provident, 2010). Additionally, consideration must be made for the documented
obstacles hindering current therapists from implementing occupation-based intervention.
Because of these reasons, a patient education tool was chosen that emphasizes the
therapeutic value of occupation through education and home programming formation. The
purpose of this product is to create an accessible resource for occupational therapists to
implement occupation-based intervention effectively. Patient education is a frequently used and
reimbursable mode of therapy. This mode was strategically chosen in order to navigate the
obstacles, and also to enable individuation of treatment. Additionally, according to Ullrich and
Vaccaro (2002), information is simply therapeutic in itself and leads to more realistic outcome
expectations, better treatment compliance, and improved outcomes. This tool provides areas for
individualization, and occupational therapists still need to consider the client’s individual
physical status, cognition, perception, affect, and motivation, and environment.
Description of the Product
This product is a patient education tool that is meant to be used collaboratively between
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an occupational therapist and an individual with an upper extremity nerve laceration in an
outpatient setting. There is a variety of topics covered in this tool. These topics include
neuroanatomy and neuroscience, common procedures, rehabilitation process, occupation-based
intervention, coping strategies, and assessment and goal formation. The assessment portion
includes the Role Checklist and the Disabilities of the Arm, Shoulder, and Hand assessment
tools, which were obtained with permission from the assessment creators and the copyright
information was displayed throughout the product. This information is all presented with varying
levels of detail, which the therapist will be able to tailor to the individual.
The product is designed to be propped on a table in an easel format, one side facing the
patient and one side facing the therapist. On the side facing the therapist, there are detailed
therapist cues in order to facilitate the education process. The cues include suggestions and
verbal prompts, as well as citations for where the information was obtained. The pages are
laminated and are meant to be used with a dry-erase marker to increase the collaboration and
interaction between the therapist and the patient. The product includes a separate therapist
manual that provides a brief summary of the research studies found that support the formation of
the product. The therapist manual also includes an occupation-based home program worksheet as
well as a coping strategy worksheet for this population to use after the treatment session. These
worksheets are available for photocopy and are customizable based on the patient and their
goals.
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Theoretical Application
Biomechanical Frame of Reference
This product was created with a combination of current theoretical perspectives in
occupational therapy. The biomechanical frame of reference addresses an individual’s functional
deficits through treatment of impairment of body structures (Turpin & Iwama, 2011). In this
frame of reference, the principles of kinetics and kinematics are applied to the joint and skeletal
muscle movements of the body (Turpin & Iwama, 2011). Equilibrium and movement are core
concepts of these mechanical principles and are affected by forces that act on bodily structures
(Turpin & Iwama, 2011). The biomechanical frame of reference is essential to evaluate the
client’s occupational performance within the physical disability setting (Cole & Tufano, 2008).
This makes possible the remediation of skills and abilities and modification of tasks that are
necessary to assist people towards independence (Cole & Tufano, 2008). Occupational therapists
in hand therapy are guided by the biomechanical principles in splint designs, prosthetics use, and
remediating intervention techniques (Cole & Tufano, 2008). The biomechanical frame of
reference is incorporated into the occupational therapy evaluation and intervention process as a
means of objective data and frame for which the human body should function (Cole & Tufano,
2008). This frame of reference is applied throughout the entirety of the product, especially
regarding topics such as splint care, motor and sensory reeducation, and rehabilitation
expectations.
Model of Human Occupation
Along with the implementation of the biomechanical FOR, the Model of Human
Occupation (MOHO) was used to guide the overarching and foundational elements of this
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patient education tool. The MOHO was also used to conceptualize the components of a person.
Regarding these components, the primary pillars of the MOHO include habituation, volition,
performance capacity, and the environment (Chen, Neufeld, Feely, & Skinner, 1998). According
to Chen et al., (1998), the inclusion of these MOHO components in intervention can influence
the compliance with therapy, which is especially important for outpatient settings and home
programs. From the perspective of this model, beliefs and interests can influence one’s ability to
follow through with a home program (Chen et al., 1998). Additionally, the educational
component of the product is aimed to elicit increased motivation, a key element of MOHO, for
the completion of one’s planned home program. When an individual understands his or her
injury and mechanisms for coping and rehabilitation, they will be motivated to follow their home
programing and have an improved rehabilitation process (Chen et al., 1998). Using MOHO is
expected to lower perceived barriers to carrying out the home program (Chen et al., 1998).
MOHO’s consideration of one’s routine is another strength of this tool. Instead of changing
someone’s routine, this home program emphasizes the continuation of someone’s routine all
while recovering from the injury. “If the home exercise program does not fit into the patient's
routines, it is less likely to be performed (Chen et al., 1998, p. 177). For example, an individual
with a child care role is more likely to follow through with a home program that includes
prescribed upper-extremity child-care occupations (Chen et al., 1998).
MOHO was also used to construct the therapist and client OBI self-reflection survey.
These surveys are included for the therapist to gauge the effectiveness of the tool. There is a
survey for both the client and the therapist. The components of the survey gauge the quality of
the overall understanding of the education and how well the therapist addresses the client’s
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volition (written as motivation), habituation (written as roles and routines), environment, and
performance capacity (written as abilities).
Adult Learning Theory
Additionally, several principles of Adult Learning Theory were implemented throughout
the entirety of the tool in order to facilitate optimal and long-term learning. For example, Adult
Learning Theory uses the term andragogy, which is the practice of learning for adult (Papadakos,
C., Papadakos, J., Catton, Houston, Mckernan, & Friedman, 2014). Andragogy differs from
pedagogy, the practice of learning for children, in the aspect that adult learners establish their
own learning agenda rather than another person establishing the agenda for them (Papadakos et
al., 2014). Adults choose to participate in educational activities due to internal or external
incentives. Other adult learning principles include viewing the patient as a problem-based
learner, internally motivated to learn, and learn on a need to know basis (Bastable et al., 2011).
In the healthcare context, the healthcare providers must present the information in a way that
shows the patient the relevance of the information. This product allows the provider to highlight
functional aspects of the information that pertains to the patient’s everyday life.
Learning for adults is based on if the information is needed to be known, the learner’s
self-concept, the role of the learner’s experiences, readiness to learn, and the learner’s motivation
to learn (Papadakos et al., 2014). The assumptions of roles, experiences, and motivation to learn
align with the core concepts of MOHO. In order for learning to occur, adults must participate in
the learning process. Patient education materials that are collaborative allow for the patient to be
involved in his or her care (Papadakos et al., 2014).This collaborative tool gives the patient the
opportunity to understand more about their injury so that they are able to make informed choices
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about their health. In the product, the pages are laminated and are meant to be used with a
dry-erase marker to increase the collaboration and interaction between the therapist and the
patient, which addresses this adult learning concept.
Another concept used from the Adult Learning Theory is the prevalence of low literacy
levels in the populations served. Individuals who are accessing the healthcare system are at a
greater risk of low health literacy due to the stress that can impair the ability to process
information (Papadakos et al., 2014). The Adult Learning Theory suggests in order to simplify
educational material, present only essential information and put key information first (Papadakos
et al., 2014). Common words were used in the product to avoid medical and occupational therapy
jargon so that most literacy levels can easily understand the content. A variety of methods for
teaching should also be used in order to appeal to individuals with different learning styles
(Papadakos et al., 2014). The product utilizes auditory, visual, and kinesthetic teaching methods
in order to be effective for a wide variety of individuals. This media can be seen through the use
of pictures and written words, the therapist speaking information, and cues given for the therapist
to draw or enact information.
Overall, this product was designed using concepts from the biomechanical frame of
reference, MOHO, and the Adult Learning Theory. These three theories work together to address
the physical aspects of the human body, the internal factors of a person, and how to best relay
information to an individual. Aspects from each of these theories were combined in order to
increase the usability and effectiveness of occupation-based interventions in hand therapy
settings.
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Chapter V: SUMMARY
The purpose of this scholarly project is to create an accessible resource for occupational
therapists to implement occupation-based intervention in the currently biomechanical-dominated
realm of upper extremity nerve laceration. Additionally, this project was created to effectively
navigate the perceived obstacles of occupation-based treatment. These obstacles include a lack of
time, therapist resources, and reimbursement. The end product of this scholarly project is a
patient education tool that is meant to be used collaboratively between an occupational therapist
and an individual with an upper extremity nerve laceration in an outpatient setting. Patient
education is a frequently used and reimbursable mode of therapy. This mode was strategically
chosen in order to address obstacles, and also to enable individuation of treatment. This product
was designed using concepts from the biomechanical frame of reference, MOHO, and the Adult
Learning Theory. These three theories work together to address the physical aspects of the
human body, the internal factors of a person, and how to best relay information to an individual.
Aspects from each of these theories were combined in order to increase the usability and
effectiveness of occupation-based interventions in hand therapy settings.
Limitations to the usability of this product include that it’s effectiveness has not been
tested, it requires writing ability, and it is written in English only. A trial run was conducted on
an able-bodied, non-medical participant who was able to provide constructive feedback for
changes that could be made to increase the understanding of complex concepts. This product
requires the therapist to use his or her skill of clinical reasoning to distinguish what information
is important for each individual client to understand. Because there is no standardized way to use
the information, patient outcomes could differ depending on the therapist that uses it. Also, the
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interactive nature of the pages and home program requires the patient to be able to write. If a
patient’s dominant hand is injured or the patient suffers from a bilateral injury, he or she would
require someone to write for them which in turn would make the patient more dependent.
Additionally, this product was created in an area that English is the dominant language. An
interpreter would be required to interpret the written and verbal educational components. The
education tool was created to be accessible for low literacy levels which consists of short words
and phrases and the use of pictures. This type of information would be easier for an interpreter to
relay to a patient who does not speak English.
In consideration of the limitations of this product, we propose that this product would be
a beneficial addition to the intervention process in hand therapy rehabilitation. Before a therapist
administers this product to a patient, he or she should read through the education tool in its
entirety and practice concepts on able-bodied personnel that could give feedback. It is crucial
that the therapist understand the benefits of education for a patient and the impact that
occupation has on rehabilitation. An OBI self-reflection survey was created for the therapist and
the patient in order to measure the effectiveness of the product. The therapist will be able to
reflect on his or her own implementation methods and compare with the feedback received from
the patient. This will allow the therapist to adjust his or her intervention strategies in order to be
more client-centered and effective in implementing the tool.
In conclusion, this product was created with the intention to increase the availability of
occupation-based interventions to patients with upper extremity nerve lacerations with
anticipation that these people will have better outcomes in postoperative rehabilitation. It was
also the intention to create a product with consideration of the perceived barriers to
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implementation and effectively and efficiently incorporate an occupation-based and holistic
intervention approach that is true to occupational therapy. Additionally, the product was
designed to incorporate current evidence based research, facilitate client-centeredness, and be
easy to use for occupational therapists working as hand therapists.
We recommend in the future that an independent research study be completed on the
usability and effectiveness of this patient education tool. Additionally, it was recommended to
utilize this product’s template for additional upper extremity ailments, such as thoracic outlet
syndrome, compression injuries, chronic pain, tendon lacerations, or multi-trauma injuries.
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